In 1964, one of us (WHG) undertook a retrospective study of bacterial meningitis in childhood in the north east of Scotland during the period 1946-61. We have recently carried out a similar review of cases occurring during , to compare the incidence, mortality, and bacteriological patterns.
Bacterial meningitis remains one of the most common life threatening infections of childhood. Recent media reports highlighting local outbreaks or even single cases of meningococcal meningitis have raised public fears that Britain is suffering a major epidemic of the disease and that death is the expected outcome. There is, however, a paucity of British population based studies documenting the influence of improvement in social conditions, in antibiotic treatment, and in paediatric intensive care, on the incidence, mortality, and morbidity of bacterial meningitis. Similarly, little information is available about relative rates of infection by the three major organisms (meningococcus, Haemophilus influenzae, and pneumococcus) or age related susceptibilities. The only large scale study to include cases occurring during the last decade is that of Noah, based on laboratory reports rather than on hospital admissions and death notifications. ' The north east of Scotland is well suited to population based studies as the catchment area is well defined and all seriously ill children are referred to Aberdeen for treatment. In an MD thesis published in 1964, one of us (WHG), described the experience of meningitis in this area during the period 1946-61.2 Twenty five years later we have again studied the epidemiology of meningitis in the area and in this paper report changes in incidence and mortality, and in the pattern of infection. Using these methods, in the former period 7-9% of children were aged under 1 year and 16-8% between 1-3 years. In the later period these figures were 7-5% and 14-7% respectively.
The first study consisted of a retrospective review of the case notes of all children in the area who developed bacterial meningitis between 1946-61. During this period children were treated in two paediatric units in Aberdeen and in the fever units of several rural hospitals. Records were gathered from all these sources. The number of undiagnosed cases resulting in death at home during this period is unknown. The study included infants under 4 weeks who became ill at home but not those still in the neonatal unit. The upper age limit was the 13th birthday. Infections complicating myelomeningocoele were excluded. The results were reported in 1964. 2 During the second study, to facilitate comparison, we duplicated the model of the first as closely as possible. The study was again retrospective, encompassed the same time interval of 16 years and extended between 1971-86. As before we included infants under 4 weeks affected at home, but not in the neonatal unit, and again the upper age limit was the 13th birthday. Before the second study there had been a change in regional policy so that all seriously ill children were referred to one of two Aberdeen paediatric units, and no children were managed in peripheral units. Infections complicating myelomeningocoele or after neurosurgery were excluded. Two cases of sudden death at home due to bacterial meningitis were traced through forensic pathology records. DIAGNOSTIC 
CRITERIA
In both studies children were included if a clinical diagnosis of bacterial meningitis was made and full antibiotic treatment given. Confirmatory criteria included: (a) organism grown from cerebrospinal fluid; (b) organism grown from blood with more than five white cells in the cerebrospinal fluid; (c) positive Gram stain or counterimmune electrophoresis on cerebrospinal fluid; (d) more than five white cells in cerebrospinal fluid where previous antibiotic treatment had been given; (e) sterile cerebrospinal fluid in the absence of previous antibiotic treatment but with one or more of: (i) cerebrospinal fluid polymorph count >1000x 106/1, (ii) protein concentration >1000 mg/I, (iii) glucose concentrations <1 mmol/l; and (f) meningeal inflammation at necropsy. Using these criteria, children with meningococcal septicaemia without meningitis were not included.
Results (see table) 1946-61
During this period 285 children developed meningitis, an annual incidence of 16-9/100 000 in children under 13 years. Thirty four children died, an overall case fatality rate of 11 -9%. More boys were affected (57%) and more cases occurred in the colder months of December-May (64%). One hundred and thirty two cases (46% of the total) occurred in children under 1 year of whom 24 died (case fatality rate 18%).
1971-86
There were 274 children with bacterial meningitis during this period, an incidence rate of cases/100 000 children per year. The total figures were not significantly different between the two periods. Again, more cases occurred during the winter (63%) and more boys were affected (59%). As before, children under 1 year were most affected (110 cases, 40% of the total).
The only age group in which total incidence was significantly changed, however, was the 1-2 year group where there had been an appreciable rise ( The most striking finding in our study is the fourfold increase of meningitis due to H influenzae in the second period. This trend has been apparent since 1976 and H influenzae is now the commonest cause of bacterial meningitis in childhood in our region. The most noticeable increase has been in children under 3 years in 14- whom figures are similar to findings from Sweden where an annual incidence of 31/ 100 000 children under 5 is reported.9 It is this infection which is responsible for the increased total incidence rate in the 1-2 year olds, while in younger infants this is balanced by a fall in meningococcal infections Clearly further population based studies are required to clarify these possibilities.
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